pattern of venous reflux on duplex ultrasound imaging in patients with primary CVD.
Background: Venous ulcerations are frequently slow to heal and recurrent, causing major disability in afflicted persons. This retrospective study examined outcomes of aggressive endovenous therapy in promoting ulcer healing or preventing ulcer recurrence, or both.
Methods : In 2007 and 2008, 340 patients with venous insufficiency were treated in an academic health science center vein clinic. Reviewed were the medical records of 68 patients (18.8%) with severe chronic venous disease: 43 (73%) at C 5 , and 25 (37) at C 6 . Data analysis included body mass index (BMI), history of deep vein thrombosis (DVT), or prior vein surgery, and type of procedure , including radiofrequency ablation of great saphenous vein (GSV) alone or GSV and perforator ablation (GSVP). Complications, ulcer healing rates, and recurrent ulcerations were examined. Descriptive statistics are reported and contingency tables are used when appropriate.
Results: The patients (24 men, 44 women) were aged 63 Ϯ 16 years, with a BMI of 32.4 kg/m 2 (range, 20.8-53.4 kg/m 2 ). Duplex scanning showed that all patients had GSV insufficiency, and 30 (44%) had deep vein incompetence. Only 19 (28%) had a history of a DVT, and 13 (19%) had prior vein procedures. Before undergoing ablation, 25 patients with C 6 disease were conservatively treated with compression for an average of 5.4 months (range, 1-13 months). Ablation alone of the GSV was performed in 49 patients (72%) and perforator ablation of the GSV was conducted in 19 (28%). Only two patients (2.9%) experienced complications. One patient had excessive hemosiderin staining; another patient had paresthesias. Of the C 5 patients treated, recurrent ulcerations developed in two (4.7%). An appreciably greater percentage of C 6 patients, 20% (n ϭ 5), did not heal completely or developed a recurrent ulcer. The Table shows the comparison of C 5 and C 6 patients treated with and without the addition of perforator interruption. Prior treatment with compression, a history of DVT, and/or prior venous procedures did not affect patient outcomes.
Conclusions: Chronic venous insufficiency with active or healed ulceration is commonly seen in our academic health science center vein clinic. In this series, endovenous ablation allowed for excellent healing rates and acceptable recurrent ulcer rates. It is unclear from this small cohort whether the addition of perforator ablation was of benefit in improving venous hemodynamics. Background: With the expansion of the American Venous Forum (AVF), National Venous Screening Program (NVSP) in 2007, several standard venous assessment tools were incorporated into the screening process as independent determinants of venous disease severity, but correlation between these instruments has not been tested. The scope of this study was to assess the validity of the Venous Clinical Severity Score (VCSS) and its integration with other venous assessment tools as a global venous screening instrument.
Methods: NVSP data registry for the past 2 years was queried for participants with complete data sets including CEAP clinical staging, VCSS, modified Chronic Venous Insufficiency Quality of Life Questionnaire (CIVIQ) quality of life (QOL) assessment, and venous ultrasound results. Statistical correlation trends were analyzed using Spearman rank coefficient as related to VCSS.
Results: A total of 5814 limbs in 2907 participants were screened and included CEAP clinical stage C 0 , 26%; C 1 , 33%; C 2 , 24%; C 3 , 9%; C 4 , 7%; C 5 , 0.5%; and C 6 , 0.2% (mean, 1.41 Ϯ1. 0.30 Ϯ 0.81. Overall correlation between CEAP and VCSS was moderately strong (r s ϭ 0.49; P Ͻ .0001), with the highest correlation for attributesreflecting more advanced disease, including varicose vein (r s ϭ 0.51; P Ͻ .0001), pigmentation (r s ϭ 0.39; P Ͻ .0001), inflammation (r s ϭ 0.28; P Ͻ .0001), induration (r s ϭ 0.22; P Ͻ .0001), and edema (r s ϭ 0.21; P Ͻ .0001). Based on the modified CIVIQ assessment, overall mean scores for each general category were QOL-Pain, 6.04 Ϯ 3.12 (range, 3-15), QOLFunctional, 9.90 Ϯ 5.32 (range, , and QOL-Social, 5.41 Ϯ 3.09 (range, 3-15) . The overall correlation between CIVIQ and VCSS was moderately strong (r s ϭ 0.43; P Ͻ .0001), with the highest correlation noted for pain (r s ϭ 0.55; P Ͻ .0001) and edema (r s ϭ 0.30; P Ͻ .0001). Screening venous ultrasound results showed reflux in 38% of limbs and 2% obstruction in the femoral, saphenous, or popliteal vein segments. Correlation between overall venous ultrasound findings (reflux ϩ obstruction) and VCSS was slightly positive (r s ϭ 0.23; P Ͻ .0001) but was highest for varicose vein (r s ϭ 0.32; P Ͻ .0001) and showed no correlation to swelling (r s ϭ 0.06; P Ͻ .0001) and pain (r s ϭ 0.003; P Ͻ .0001).
Conclusions: Although there is correlation between VCSS, CEAP, modified CIVIQ, and venous ultrasound findings, subgroup analysis indicates that this correlation is driven by different components of VCSS compared with the other venous assessment tools. This observation may reflect that VCSS has more global application in determining overall severity of venous disease, while at the same time highlighting the strengths of the other venous assessment tools. With update of VCSS planned in the near future, validation of any revised VCSS should factor in the correlation of VCSS with other venous assessment tools. 
American Venous

Background:
The American Venous Forum (AVF) membership was surveyed regarding their current certification and professional activities.
Methods: The certification survey was forwarded to all of the members of the AVF with a 28% response rate.
Results: Of the respondents, currently one-third have a practice limited to venous disease and two-thirds have a mixed practice. Ninetyone percent have hospital privileges that are active, and 9% do not have hospital privileges. Fifty-two percent of respondents have active privileges in an outpatient surgery center, and 48% do not participate in an outpatient surgery center. Twenty percent have a practice limited to office procedures, and 80% have a mixed practice. Sixty-five percent of the membership is board certified in vascular surgery. Several other boards are represented amongst the membership, for example: general surgery, cardiothoracic, and family practice. Respondents identified issues with hospital emergency department call coverage, endovascular privileges, or described their practice as established before vascular board certification. Emergency department call requirements appear to have regional variations with a variety of requirements for hospital privileges. Several respondents plan to limit their scope of practice to venous disease only. Many respondents identified the circular logic of the need for hospital privileges to maintain certification. Many respondents also identified the requirement for a minimum number of procedures to maintain hospital privileges while their scope of practice is still limited. This was especially problematic for arterial procedures in a practice limited to venous disease. As venous stenting, mechanical thrombectomy and thrombolytic therapies evolve, the scope of venous practice will become more diversified. The need for hospital privileges is a current requirement of the Board of Surgery for maintenance of certification.
Conclusions: Many members of the AFV have identified these issues as an impediment to board certification. Several respondents, however, identified vascular certification as a bad idea. Modular maintenance of certification was also thought to be a poor solution by some of the membership. Several members suggested a separate standard be applied to those specializing solely in venous disease. The American Board of Surgery will need to address the current requirements as maintenance of certification moves forward. The results of this survey have been shared with the American Board of Surgery. Background: Prior studies suggest that inferior vena cava (IVC) injuries have high lethality and may increase the rate of thromboembolic complications in survivors. We sought to define the effect of penetrating IVC injury on thromboembolism risk in a large, comprehensive, nationwide registry of trauma patients.
Methods: We conducted a case-control study derived from prospectively collected data from the National Trauma Data Bank (NTDB Table. Patients with IVC injury were more commonly African American and more likely to be treated at a university hospital. IVC injury was associated more frequently with gunshot wounds. Patients with IVC injury had evidence of greater injury severity, with lower presenting systolic blood pressure, higher injury severity scores, and longer intensive care unit and overall length of stay. In patients with IVC injury, the incidence of DVT was 2.88%. There was no difference in IVC filter use. Compared with control patients, patients with IVC injury had a higher risk of DVT (odds ratio, 2.4; 95% confidence interval, 1.4-3.9; P ϭ .001). There were no differences in limb complications, including compartment syndrome, fasciotomy, or amputation, but we did confirm higher mortality in patients with IVC injury. 
